Introduction {#Sec1}
============

Solid organ transplantation is the lifesaving procedure for patients with end organ diseases^[@CR1]^. Worldwide, the number of organ transplantation has increased from 19,864 in the year of 2000 to 102,664 in 2017 and kidney and liver transplantation accounts for about 90% of total transplantations^[@CR2]^. The outcomes after transplantation have continuously improved with better grafting, and survival, followed by longevity of the transplant organs^[@CR3],[@CR4]^ with the 10-year graft survival of 82% in kidney recipients^[@CR3]^ and 5-year survival rate of 81.2% in patients with liver transplantation^[@CR4]^. Thus, malignancies after transplantation have become an increasingly important issue in terms of morbidity and mortality. In kidney and liver transplant recipients, *de novo* malignancies shows more aggressive tendency^[@CR5]^ and is the important cause of late complications and mortality^[@CR6],[@CR7]^. Previous studies have shown that *de novo* cancer incidence is generally higher in solid organ recipients with standardized incidence ratio (SIR) two to six-fold for kidney recipients and two to four-fold in liver recipients^[@CR5],[@CR8]--[@CR10]^. In addition, the cancer recurrence rate increased by 1.6 times in these subjects, especially in kidney transplant recipients^[@CR11]^.

It has been suggested that an increased cancer risk is largely attributed to immune deficiency due to immunosuppressive therapy after transplantation, considering similar pattern of cancer incidence between two groups of immunosuppressed patients -- people with HIV/AIDS and transplant recipients^[@CR12]^. Previous studies have shown that viral infection related cancer risk including non-Hodgkin's lymphoma, Hodgkin's lymphoma, Kaposi sarcoma, anogenital cancer, and liver cancer are increased in solid organ transplant recipients. In addition, other types of cancer unrelated to viral infection are increased^[@CR5],[@CR6],[@CR8]--[@CR10],[@CR13]--[@CR20]^. Most of these studies have conducted in Western populations, predominantly in Caucasians, and studies in Asian countries were mostly focused on Hong Kong with transplant registry data^[@CR13]^ and Taiwan where the National Health Insurance program and database has been established^[@CR14]--[@CR17]^.

In Korea, where the fractions of cancers attributable to infection is the most important cause among preventable risk factors (21.2% of all cancer incidence in the year of 2009)^[@CR21]^, the cancer incidence pattern in solid organ recipients who had higher susceptibility to risk of infection related cancer, needs to be accessed. Therefore, we estimated the risk of cancer incidence in kidney and liver recipients from 2008 to 2015 compared with general population using nationwide population-based database.

Methods {#Sec2}
=======

This is a retrospective cohort study using health insurance claims data provided by the Health Insurance Review & Assessment (HIRA) database. South Korea has a mandatory universal health coverage system and the National Health Insurance covers more than 98% of the population. HIRA system is responsible for medical claims, medical claims review, and healthcare resources management in Korea. The HIRA claims data contains about 46 million patients per year and include claims from almost 80,000 healthcare service providers across South Korea with patients' diagnosis, treatment, procedures, surgical history, and prescription drugs^[@CR22]^.

Based on the health insurance claims, data on patients who had received kidney or liver transplantation from January 2007 to December 2015 was extracted. The cancer incidence was identified as catastrophic illnesses in the National Health Insurance system and C code of International Classification of Diseases, 10th Revision (ICD-10). People with catastrophic illnesses are reimbursed for their co-payment to help patients who need costly treatment to receive necessary medical services. Among kidney or liver recipients between 2007 and 2015, we excluded subjects for the following criteria: (1) people who had claim data for any cancer for at least one year before the date of transplantation, (2) people who received transplantation in the year of 2007 (because we used the claim data from 2007, thus the claim data for cancer before transplantation date for the last one year could not be identified for them), (3) those who received multi-organ transplantation or transplantation twice or more, and (4) those who developed cancer within the thirty days after transplantation because they had a possibility have cancer before transplantation^[@CR14]^. This study protocol was approved by the Institutional Review Board of the Hanyang University, Korea (Approval no: HYI-18-110). All procedures were performed in accordance with the Declaration of Helsinki 7^th^ version. This is a study for analysis of national health insurance database, thus informed consent was not obtained. Instead, all data was anonymized, thus we cannot access personal identifiable information. The flow of selection of study population was presented in the Fig. [1](#Fig1){ref-type="fig"}.Figure 1Flow diagram of the study population selection. The subjects were excluded consecutively. The excluded 6,061 liver recipients consisted of 5,659 people who had claim data for any cancer for \<1 year before the date of transplantation, 370 who developed cancer within 30 days after transplantation, 78 who received multi-organ transplants, and 66 who received ≥2 transplants. The excluded 1,477 kidney recipients consisted of 1,279 people who had claim data for any cancer for \<1 year before the date of transplantation, 38 who developed cancer within 30 days after transplantation, 78 who received multi-organ transplants, and 133 who received ≥2 transplants.

Cancers were first classified according to ICD-10 C codes including C00-C99, and then subdivided according to site of cancer. If a recipient was diagnosed with multiple cancers after transplantation, only the first cancer was considered. Cancer incidence in kidney or liver recipients was compared with the Korean general population between 2008 and 2015 from the Korea Central Cancer Registry, with SIR using indirect standardization. The equation of SIR is as follows:
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The expected number of total new cancers and site-specific cancer was calculated by multiplying age-specific cancer incidence rates in general population for 2008--2015 and the number of person-years of kidney or liver recipients. The 95% confidence intervals (95% CIs) for SIRs were calculated based on Poisson distribution. All analyses were performed separately by sex. In addition, age group at transplantation (0--39, 40--64, 65+) was also considered in subgroup analysis. SAS software version 9.4 (SAS Institute Inc., Cary, NC, USA) was used for all statistical analysis.

Ethical approval and informed consent {#Sec3}
-------------------------------------

This study protocol was approved by the Institutional Review Board of the Hanyang University, Korea (Approval no: HYI-18-110). All procedures were performed in accordance with the Declaration of Helsinki 7^th^ version. This is a study for analysis of national health insurance database, thus informed consent was not obtained. Instead, all data was anonymized, thus we cannot access personal identifiable information.

Results {#Sec4}
=======

During 2007--2015, 11,562 kidney transplantation recipients and 9,883 liver transplantation recipients were identified. After exclusion of the relevant participants, the study population was comprised of 10,085 kidney transplantation recipients including 5,961 males and 4,124 females and 3,822 liver transplantation recipients including 2,329 males and 1,493 females (Fig. [1](#Fig1){ref-type="fig"} and Table [1](#Tab1){ref-type="table"}). The mean and median age at transplantation was 45.2 years and 50.0 years in kidney recipients and those were 46.0 years and 47.5 years in liver recipients. The total follow-up time was 36,234.8 years in kidney recipients and 14,622.1 years in liver recipients. The median follow-up time was 3.8 years for kidney recipients, including 2.9 years for *de novo* cancers; 1.9 years for hematopoietic cancer including non-Hodgkin's lymphoma, leukemia, and lymphoid/hematopoietic cancers; and 3.0 years for patients with non- hematopoietic cancers. For liver recipients, the median follow-up time was 3.7 years, including 1.0 years for *de novo* cancers, 0.8 years for hematopoietic cancer, and 1.0 years for non- hematopoietic cancers.Table 1Characteristics of the kidney and liver transplant recipients included in the study.KidneyLiverN%N%Total10,085100.03,822100.0**Sex**Male5,96159.12,32960.9Female4,12440.91,49339.1**Age at transplant**0--9370.61217.510--191652.8312.120--294798.0553.230--391,03517.42058.740--491,62427.271126.250--591,87531.592637.660--6969111.626613.870--550.9140.9**Year of transplantation**20088948.942911.220099629.543211.320109779.745011.820111,35413.447812.520121,47514.646812.220131,45814.547512.420141,44514.350113.120151,52015.158915.4Total person-years36284.8414622.08

Cancer incidence after kidney transplantation {#Sec5}
---------------------------------------------

In kidney transplantation recipients, 465 cancer cases developed including 289 cases in males and 176 cases in females (Table [2](#Tab2){ref-type="table"}). The crude overall cancer incidence rates were 1368.5 per 100,000 person-years in males and 1160.4 per 100,000 person-years in females (data not shown). In males, renal cancer (n = 41), stomach cancer (n = 33), and cancer in thyroid and endocrine glands (n = 31) were most commonly developed and cancer in thyroid and endocrine glands (n = 41), breast cancer (n = 30), and renal cancer (n = 17) were the most commonly developed cancers in females.Table 2Standardized incidence ratio of different types of cancer in kidney and liver transplant recipients.Kidney recipientsLiver recipientsMaleFemaleMaleFemaleCancer siteICD-10OESIR95% CIOESIR95% CIOESIR95% CIOESIR95% CIAll cancersC00-C9628990.63.2\*2.8--3.617668.82.6\*2.2--2.914943.43.4\*2.9--4.06427.82.31.7--2.9Lip, Oral cavity and PharynxC00--C1452.12.40.3--4.520.54.10.0--9.951.05.00.6--9.30---------StomachC163318.51.8\*1.2--2.4155.12.9\*1.4--4.4159.01.70.8--2.562.42.50.5--4.6ColorectalC1867.30.80.2--1.5431.40.0--2.7103.52.8\*1.1--4.631.52.00.0--4.2LiverC222312.61.8\*1.1--2.611.80.60.0--1.6436.36.9\*4.8--8.9111.011.3\*4.6--18.0Other digestive organC15--C25^a^1413.11.10.5--1.644.20.90.0--1.9106.31.60.6--2.622.20.90.0--2.2LungC33--C34249.72.5\*1.5--3.562.62.30.5--4.1114.52.41.0--3.821.41.40.0--3.4Other respiratory & intrathoracicC30--C39^b^51.43.50.4--6.610.24.50.0--13.30---------0---------Kaposi sarcomaC4690379.8\*131.7--628.010338.80.0--1002.710.093.40.0--276.50---------Other bone, skin, and Soft tissueC40-C49^c^302.114.4\*9.2--19.551.14.50.6--8.571.07.2\*1.9--12.630.55.50.0--11.8BreastC500---------3014.32.1\*1.4--2.90---------95.21.70.6--2.8Female genitalC51-C580---------176.52.6\*1.4--3.90---------72.52.80.7--4.8Male genitalC60--C63144.92.9\*1.4--4.40---------112.25.0\*2.1--8.00---------KidneyC64412.814.6\*10.2--19.1170.722.7\*11.9--33.631.42.20.0--4.710.32.90.0--8.5BladderC67623.10.6--5.560.228.4\*5.7--51.120.92.20.0--5.10---------Other urinary tractC64--C68^d^0---------10.111.20.0--33.10---------0---------Eye and BrainC69--C7230.93.50.0--7.510.52.10.0--6.310.42.50.0--7.40---------Thyroid and Endocrine glandsC73--C75317.54.1\*2.7--5.64125.01.6\*1.1--2.123.40.60.0--1.488.80.90.3--1.6non-Hodgkin's lymphomaC82-C86, C96221.812.2\*7.1--17.3130.816.1\*7.4--24.9130.815.3\*7.0--23.7100.427.0\*10.3--43.7LeukemiaC92--C9480.98.5\*2.6--14.410.52.10.0--6.260.414.1\*2.8--25.40---------Lymphoid and HaematopoieticC81--C96^e^31.42.20.0--4.650.86.20.8--11.640.76.10.1--12.020.45.10.0--12.2O: Observed number of cancer cases; E: Expected number of cases; SIR: Standardized incidence ratio; \*significance level: \<0.05^a^*except C16, C18, C22;* ^b^*except C33,34;* ^c^*except C46;* ^d^*except C6*^*4*,^ *C67;* ^e^*except C82--86, C92--94, C96*

The SIR of all cancer development were 3.19 (95% CI = 2.82--3.55) in males and 2.56 (95% CI = 2.18--2.94) in females. The highest SIR was observed for Kaposi sarcoma development for both males and females but statistical significance was observed in only males (SIR = 379.80, 95% CI = 131.70--628.00 in males; SIR = 338.80, 95% CI = 0.00--1002.70 in females). In males, the SIR of renal, skin, and non-Hodgkin's lymphoma were following (SIR = 14.63, 95% CI = 10.15--19.10; SIR = 14.35, 95% CI = 9.21--19.48; SIR = 12.16, 95% CI = 7.08--17.25). Additionally, the SIRs of stomach, liver, lung, male genital, thyroid and endocrine gland, and myeloid leukemia also increased. The SIRs for bladder cancer, renal cancer, and non-Hodgkin's lymphoma were prominent with statistical significance (SIR = 28.39, 22.74, 16.12, respectively) and cancer of stomach, breast, female genital, and thyroid and endocrine glands also showed increased development in females, compared with general female population.

Cancer incidence after liver transplantation {#Sec6}
--------------------------------------------

After transplantation, 213 cancer cases, including 149 males and 64 females, developed in liver recipients (Table [2](#Tab2){ref-type="table"}). 149 cancer cases with 1654.9 per 100,000 person-years incidence and 64 cancer cases with 1139.1 per 100,000 person-years incidence were observed in male and female liver recipients (data not shown). The three top-most commonly incident cancers were liver cancer (n = 43), stomach cancer (n = 15), and non-Hodgkin's lymphoma (n = 13) in males and liver cancer (n = 11), non-Hodgkin's lymphoma (n = 10), and breast cancer (n = 9) in females.

Risk of all cancer development was two or three-fold higher than general population (SIR = 3.43, 95% CI = 2.88--3.99 in males, SIR = 2.30, 95% CI = 1.74--2.86 in females). In males, although the SIR of Kaposi's sarcoma was the highest, the statistical significance was not observed due to small number of cases (1 case). The SIR of non-Hodgkin's lymphoma was the significantly higher with SIR of 15.33 (95% CI = 7.00--23.66) followed by leukemia and skin cancer (SIR: 14.08 and 7.21). In addition, SIRs of liver, colorectal, and male genital cancer were significantly increased in males. In females, the SIR of non-Hodgkin's lymphoma was significantly higher with SIR of 26.97 (95% CI = 10.26--43.69) followed by liver cancer (SIR = 11.28, 95% CI = 4.61--17.95). Other types of cancer did not show significant increment.

Cancer incidence in kidney and liver transplant recipients by age at transplantation {#Sec7}
------------------------------------------------------------------------------------

We found an increased risk of overall cancer in younger recipients (aged 0--19 at transplantation) with especially higher SIR than other age groups (Table [3](#Tab3){ref-type="table"}). The SIR of cancer in male kidney recipients aged 0--19 was 37.87 (95% CI = 4.68--71.07) then decreased as age group increased. The SIRs in female kidney recipients aged 0--19, 20--39, 40--64, and 65 or more were 104.35 (95% CI = 32.04--176.66), 4.31 (95% CI = 2.88--5.73), 2.28 (95% CI = 1.88--2.67), and 1.42 (95% CI = 0.04--2.80), respectively. In male liver recipients, the SIRs of overall cancer were 41.44 (95% CI = 0.83--82.05), 5.50 (95% CI = 0.11--10.89), and 2.27 (95% CI = 1.08--3.46) in aged 0--19, 20--39, 40--64, and 65 or more. Corresponding values for female liver recipients were 82.19 (95% CI = 31.25--133.14), 5.08 (95% CI = 1.32--8.85), 1.87 (95% CI = 1.29--2.45), and 1.81 (95% CI = 0.47--3.15), respectively.Table 3Standardized incidence ratio of all cancer and non-Hodgkin lymphoma in kidney and liver transplant recipients by age at transplantation.Cancer siteICD-10OrganMaleFemaleAge group\*OESIR95% CIOESIR95% CIAll cancersC00-C96Kidney0--1950.137.874.68--71.0780.1104.3532.04--176.6620--39383.99.866.73--13.00358.14.312.88--5.7340--6421770.93.062.65--3.4712956.72.281.88--2.6765--2914.52.001.27--2.7242.81.420.03--2.80Liver0--1940.141.440.83--82.05100.182.1931.25--133.1420--3940.75.500.11--10.8971.45.081.32--8.8540--6412736.43.492.88--4.104021.41.871.29--2.4565--146.22.271.08--3.4673.91.810.47--3.15non-Hodgkin lymphomaC82-C86, C96Kidney0--1940.0218.204.37--432.0340.0643.9212.89--1274.9420--3970.239.3910.21--68.5650.147.975.92--90.0240--64111.48.023.28--12.7640.66.160.12--12.2065−00.2------00.1------Liver0--1940.0298.465.97--590.9560.0608.63121.63--1095.6420--3910.029.820--88.2600.0------40--6480.711.363.49--19.2430.212.240--26.1265−00.1------10.112.650--37.46\*Age at receiving transplantation.

When stratified by cancer type, due to limited number of incidence by cancer type in each age group, most of the cancer types did not show the significant results (data not shown). However, the SIRs of non-Hodgkin's lymphoma were prominent in those aged 0--19 with 200 or more value (SIR = 218.20 \[95% CI = 4.37--432.03\] in male kidney recipients, 643.92 \[95% CI = 12.89--1274.94\] in female kidney recipients, 298.46 \[95% CI = 5.97--590.95\] in male liver recipients, and 608.63 \[95% CI = 121.63--1095.64\] in female liver recipients) which was much higher than other age groups.

Discussion {#Sec8}
==========

To the best of the authors' knowledge, this is the first nationwide population based study to investigate post-transplantation *de novo* cancer development in Korea. We observed a two to three-fold increased risk of overall cancer in kidney and liver transplant recipients, in comparison with general population. Especially, the elevated cancer risk was more prominent in younger individuals. The types of cancer showing increased risk were various including infection related and unrelated cancers. Among kidney recipients, cancers in thyroid and endocrine glands and kidney were the most commonly observed, and for liver recipients, liver cancer was the most common malignancy after transplantation. When stratified by sex, cancers in kidney, stomach, thyroid and endocrine gland, and skin were most commonly developed in male kidney recipients, while cancers in thyroid and endocrine gland, breast, kidney, and genital were most common in female kidney recipients. Among liver recipients, liver cancer, stomach cancer, and non-Hodgkin's lymphoma were most common in men and liver cancer, non-Hodgkin's lymphoma, and breast cancer were most common in female.

In comparison with general population, despite of statistical significance in only male kidney recipients due to small number of incident cases in other groups, the risk of Kaposi sarcoma in kidney recipients was the most prominent with SIR of 100 to 300. Kaposi sarcoma is one of the important infection related cancer. Many studies have suggested that immunosuppression therapy after transplantation could increase infection with viruses such as human herpes virus which plays an important role in the etiology followed by increased incidence of Kaposi sarcoma, especially in kidney recipients^[@CR23]^. In previous studies targeting Western populations, the excess risk of Kaposi sarcoma incidence was prominent with the SIR value of 40 or more^[@CR8],[@CR9]^, reached to more than 100 ^19^. Studies in Asian populations did not show the SIR of Kaposi sarcoma due to unavailable incidence rate in general population^[@CR14]^ or lower SIR value^[@CR16],[@CR24]^ than our results. The incidence of Kaposi sarcoma is lower in the general population with Asian ethnicity than other populations^[@CR25]^, especially in Korean population^[@CR26]^, and it would be the reason of the extremely high SIR despite the small number of cases in transplantation recipients. In female kidney recipients, even with one incident case, the SIR of Kaposi sarcoma was more than 300.

Non-Hodgkin's lymphoma, whose risks were greatly increased in both kidney and liver recipients, is also a well-known major post-transplant malignancy. Non-Hodgkin's lymphoma is one extreme of Epstein--Barr virus infection-related proliferative disease, a major part of post-transplant lymphoproliferative disorder. Although half of the post-transplant lymphoproliferative disorders are Epstein--Barr virus negative, infection with viruses and immunosuppression are suspected to be causes for them^[@CR27]^. Also, the increased cancer risks in male/female genital organs are suspected to be infection related such as human papilloma virus.

Risks of cancers in bone, articular cartilage, skin, mesothelium, and soft tissue were also increased in male kidney or liver recipients. In this study we grouped cancers as ICD-10 code C40-C49, except Kaposi sarcoma (C46) due to small number of each type of cancer, and skin cancer accounted for most of them (31 of 35 in kidney recipients and 7 of 10 in liver recipients). Skin cancer after transplantation is considered one of the main concerns in Western countries with most common post-transplantation malignancy^[@CR8]--[@CR10],[@CR19]^, but in Asian countries, studies showed various risks of skin cancer including increased risk^[@CR13],[@CR16]^, non-significantly increment^[@CR14]^, or not considered due to limited number of cases in general population^[@CR24]^. For the cause of skin cancer after transplantation, not only viral infection whose evidence was inconsistent^[@CR28],[@CR29]^ but also UV light exposure and other carcinogens are suggested^[@CR9]^. One study proposed age as the most important risk factor of skin cancer after transplantation and would be a proxy for association with infection unrelated causes^[@CR17]^. A previous study conducted in Korea showed that among non-melanoma skin cancers after kidney transplantation, squamous cell carcinoma was most common^[@CR24]^, as is in Western countries^[@CR9]^, but we could not identify subtypes of skin cancer. A statistically insignificant increased risk in female recipients in this study population might be caused by a small number of malignant cases.

A leukemia risk after solid organ^[@CR8],[@CR30]^ or liver transplantation^[@CR16]^ was also observed in this study, and was especially higher in younger individuals (data not shown). Immune dysfunctions or immune suppression are suggested to be an etiology of increased risk^[@CR30]^. Although acute myeloid leukemia was mostly considered type of hematopoietic malignant in previous studies^[@CR31],[@CR32]^, studies showed that most types of leukemia increased after transplantation^[@CR8],[@CR30]^. In this study, only male kidney or liver recipients showed an increased risk of leukemia and when stratified by age group, due to small number of incident cases in younger age group (1 case), only male recipients aged 40--64 showed significantly higher SIR. In addition, it was impossible to observe risk in female recipients due to negligible number of leukemia cases (0 or 1).

Incidence of cancers in bladder (female) and kidney (both genders) in kidney recipients, as well as liver cancer in liver transplant recipients were higher than the general population which were comparable with previous studies^[@CR2],[@CR8]--[@CR10],[@CR13]--[@CR16]^. The elevated cancer risk at the respective transplantation site would be related to the indication of transplantation. Dialysis periods, existing hepatitis, and alcohol intake tendencies are thought to have affected the results. In addition, cigarette smoking is an established risk factor of lung cancer as well as chronic kidney disease^[@CR33]^ and the smoking rate of patients transplanted for alcoholic liver diseases were higher^[@CR34]^. Thus, a shared risk factor for both diseases would explain the increased risk of lung cancer in male kidney and liver recipients. Previous studies showed that liver recipients due to alcoholic liver disease had higher risk of *de novo* cancer incidence, especially smoking related cancer including cancer in lung, larynx, lip-mouth-pharynx, and esophagus^[@CR35],[@CR36]^. Higher smoking prevalence in men^[@CR37]^ may explain higher lung cancer risk only in male kidney recipients.

The excess risk of cancers in thyroid and endocrine glands, stomach, breast in kidney recipients and colorectal cancer in male liver recipients, which also has been demonstrated previously, may result from increased surveillance. In Korea, screening for stomach, colorectal, and breast cancer are included in the national cancer screening program^[@CR38]^ and screening for thyroid cancer is widely available^[@CR39]^. However, considering the differently increased cancer of these types between kidney and liver recipients, a true biologic effect cannot be excluded. Studies suggested that the main explanation for the different cancer risk by transplanted organ is variation in the type of immunosuppression or its intensity^[@CR10],[@CR19],[@CR40]^.

Studies on post-transplantation malignancy in pediatric transplant recipients were scarce, but they reported the increased cancer risk including overall cancer, non-Hodgkin's lymphoma, myeloma, Hodgkin's lymphoma, and leukemia^[@CR41],[@CR42]^. We found an increased risk of overall cancer in younger recipients (aged 0--19 at receiving transplantation) with higher SIR than recipients aged 40 or older. However, due to limited number of incidence in this age group, statistically significantly increased SIR could be observed only for non-Hodgkin's lymphoma. The increased risk of non-Hodgkin's lymphoma in younger solid organ recipients has been observed consistently in Western countries^[@CR18]--[@CR20],[@CR41]^. Considering the suggested factors associated with non-Hodgkin's lymphoma including infection and immunosuppression^[@CR27]^ and longer expected years with transplanted organ in younger recipients, antiviral prophylaxis and monitoring of EBV viral load is recommended for young high‐risk recipients^[@CR43]^.

Potential limitations of this study need to be mentioned. First, kidney and liver transplant recipients and cancer incidence were identified through medical insurance code, ICD-10 code, and catastrophic illness registry in HIRA claim data, with potential misclassification. However, kidney and liver transplantation is a major medical treatment and reimbursed from the National Health Insurance. Applying catastrophic illness registry to define cancer is related with reimbursement of copayment, requiring relevant clinical information for approval by the insurance administration. Thus definition of recipients and cancer would be valid. Second, although we standardized age and stratified by sex to eliminate the effect of differences on cancer incidence between recipients and general population, other risk factors of cancer such as smoking, drinking, or sunlight exposure were not considered due to a lack of information. Despite the distinct etiology of liver and kidney transplantation in Korea, where hepatitis B infections and glomerulonephritis are the most common cause of liver and kidney transplantation, respectively^[@CR44]--[@CR46]^, the *de novo* cancer incidence could not be compared according to the cause of transplantation due to the methodological issue in indirect standardization^[@CR47]^. In addition, a maximum eight-year study follow-up period might not be enough for all possible cancer development, but our results would be comparable for major types of cancer incidence after transplantation with previous studies. Although *de novo* cancers, especially infection-related cancers, developed after transplantation are known to be largely induced by immunosuppression therapy, we did not have the exact data on individuals' response to immunosuppression therapy such as human herpes virus or Epstein--Barr virus infections. Additionally, we did not have the data on several blood tests that can predict the level of immunosuppression, such as white blood cell count, due to the limitations of claim data. Thus, the causal pathway in the process of transplantation -- immunosuppression therapy -- infection -- infection related *de novo* cancer could not be clarified. Since 2000, a common protocol of immunosuppressant therapy after transplantation has been applied in Korea, which generally includes the use of steroids, calcineurin inhibitor drugs, and mycophenolate mofetil as an initial maintenance treatment; steroids are tapered off and withdrawn after several months in both liver and kidney recipients. Thus, despite the possible differences in the actual administration between different medical centers, the variations in the immunosuppression regimens for the recipients would not be significant. In addition, the protocols include the administration of several immunosuppressants together or gradually. Since we assessed the incidence ratio, it was difficult to identify the individual effect of each immunosuppressant on *de novo* cancer. Despite these limitations, this study included almost the entire population of Korea with representativeness and first report targeting kidney and liver recipients in Korea.

In conclusion, the incidence of cancer in kidney and liver transplant recipients was two to three-fold higher than general population. The commonly incident types of cancer were different from the general population with higher SIRs for non-Hodgkin's lymphoma, Kaposi sarcoma (both sex), skin cancer, leukemia (male), and respective transplantation site which were comparable with previous studies in Western population as well as screening related cancers. Especially, an increased risk for overall cancer and non-Hodgkin's lymphoma in young recipients was notable. Better knowledge of the specificities of kidney and liver recipients with *de novo* cancer is required to improve care in solid organ recipients. Considering that screening for some commonly developed cancers in organ recipients would be highly beneficial^[@CR36]^, surveillance protocol for cancers with high risk would be considered for these population. This study showed important considerations for strategies in cancer screening and surveillance in kidney and liver recipients for improvement of outcomes. Further studies are needed to identify the risk factors for commonly developed cancers in solid organ recipients, differences in cancer incidence according to the underlying etiology of transplantation adjusted for age and sex, and the effects of *de novo* cancer on the prognosis or survival in recipients.
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